The National Trajectory Project examined longitudinal data from a large sample of people found not criminally responsible on account of mental disorder (NCRMD) to assess the presence of provincial differences in the application of the law, to examine the characteristics of people with serious mental illness who come into conflict with the law and receive this verdict, and to investigate the trajectories of NCRMD-accused people as they traverse the mental health and criminal justice systems. Our paper describes the rationale for the National Trajectory Project and the methods used to collect data in Quebec, Ontario, and British Columbia, the 3 most populous provinces in Canada and the 3 provinces with the most people found NCRMD.
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CPIC
Canadian Police Information Centre T here has been a dramatic growth in the rates of admissions to forensic mental health services in Europe and North America. 1 In Europe, there has been a significant increase in the number of hospital beds and other resources dedicated to the forensic population. 2 Seto et al 3 reported similar findings in Ontario, and described data from the United States showing that an increasing number of psychiatric hospital beds were being occupied by forensic clients, a trend they called forensication of people with SMI. In short, research demonstrates it is increasingly easier to hospitalize someone with SMI, and access other mental health resources, after a criminal charge has been laid than it is to access mental health services through the civil psychiatric system.
The Canadian Context
In Canada, people find themselves in forensic institutions as a result of having been found unfit to stand trial (unable to participate in a criminal proceeding as a result of SMI or other mental disability) or following a verdict of NCRMD. 4, 5 In line with the common-law principle that it is inappropriate to punish people who did not have criminal intent at the time of the offence, section 16 of the Criminal Code defines the verdict of NCRMD as:
No person is criminally responsible for an act committed or an omission made while suffering from a mental disorder that rendered the person incapable of appreciating the nature and quality of the act or omission or of knowing that it was wrong. 6
Review Boards
RBs are independent tribunals established to determine dispositions of accused found unfit to stand trial or NCRMD. At the time the study was conducted, the criteria that governed the RBs' dispositions in section 672.54 of the Criminal Code required the following:
Where a court or Review board makes a disposition . . . it shall, taking into consideration the need to protect the public from dangerous persons, the mental condition of the accused, the reintegration of the accused into society and the other needs of the accused, make one of the following dispositions that is the least onerous and least restrictive to the accused. 6 These dispositions are as follows: 1) absolute discharge; 2) conditional discharge (typically living in the community under conditions set by the RB); or 3) detention in hospital.
Although there has been an overall national increase in the number of people found NCRMD in Canada, 4 there are some interprovincial differences. In Quebec, there were more than twice as many NCRMD findings in 2005 (n = 407) as in 1992 (n = 177). 7 In fiscal year 2011/12, there were 540 new verdicts of NCRMD in Quebec (Carmelle Beaulieu, May 9, 2013, personal communication). There also has been a steady increase in Ontario, with 170 new NCRMD-accused cases diverted to the RB in 2010-2011. 5, 8 However, some provinces, such as British Columbia, have seen smaller increases. 5 After an initial increase in the early 1990s, 9 the annual number of new NCRMD findings has been on a steady gradual decline in British Columbia since 1999. This suggests there are potentially important differences in the way that the law is being applied across provinces.
Organization of Forensic Mental Health Services
In Quebec, in addition to the provincial forensic psychiatric hospital, there are over 50 mental health settings designated to receive NCRMD-accused people. Thus many NCRMDaccused people are in custody of civil psychiatric hospitals that are not specialized for risk assessment and risk management. There is one interregional forensic services group and one Montreal intersectoral services group who meet regularly to ensure interagency communication and training.
British Columbia has a highly integrated network of forensic services. The BC FPSC is a multi-site organization that provides and coordinates specialized clinical services at the BC Forensic Psychiatric Hospital and 6 regional clinics across the province. All people sent for NCRMD or fitness assessments, as well as all people found unfit or NCRMD by the courts, are treated and managed by the FPSC.
The forensic mental health system in Ontario is different from British Columbia and Quebec. People found NCRMD are treated and managed by 1 of 10 designated forensic facilities for adults. These facilities operate independently, but the staff and services are specialized and their directors meet regularly through a forensic directors group, thereby informally coordinating services. Ontario represents a middle ground between forensic systems in Quebec (highly distributed, with many nonforensic professionals involved) and British Columbia (specialized and centrally coordinated by a single organization).
The National Trajectory Project
The main goals of the NTP 10 were to provide a representative portrait of people found NCRMD during an extended period of time, and to examine their trajectories through the RB system. This study was conducted in the 3 most populated Canadian provinces: Ontario (39%), Quebec (23%), and British Columbia (13%), 11 which also encompass most NCRMD cases 4 and operate under different provincial forensic mental health service models. 12, 13 The primary objectives of the NTP were as follows: 1) Describe the demographic, psychosocial, and criminological profiles of NCRMD accused in Canada.
2) Evaluate the reporting of violence risk factors and assessments presented to the RBs.
3) Distinguish the rationales for RB dispositions.
4) Examine rehospitalization and recidivism outcomes.
5) Track the migration patterns of people found NCRMD.
6) Identify the individual and organizational factors associated with these geographic and processing trajectories.
7)
Examine the use of mental health services by the accused people prior to the NCRMD verdict, under the RB, and following discharge. 
Methods
Design and Study Period
The NTP used a longitudinal design to study a cohort of people found NCRMD in British Columbia, Ontario, and Quebec, retrospectively. The sample selection start date considered the Winko decision, 14 which could have influenced the characteristics of NCRMD-accused people and RB decisions about absolute discharges. 15 The study end date allowed for a minimum of a 3-year follow-up for all cases, up to a maximum of 8 years. Note, the Winko decision clarified that the verdict of NCRMD is neither one of guilt nor acquittal and further elaborated on the notion of significant threat to public safety and underlined the importance of the least restrictive and least onerous disposition. 16, 17 Sample Selection Trained research assistants coded and entered RB data into a bilingual computerized database to ensure standardization of data collection across study sites. Throughout the study, quality checks included meetings to discuss data collection issues. A password-protected blog was maintained on the NTP website to allow discussions between research assistants, project coordinators, and investigators about challenging or unusual cases.
Measures and Sources of Information
Five categories of information were coded: sociodemographic information (for example, age at verdict, gender, and marital status); clinical information (for example, age at first psychiatric hospitalization, diagnosis at NCRMD verdict); criminal history (for example, offences leading to the index NCRMD verdict, past convictions, or NCRMD verdicts); details of the risk assessments presented at each RB hearing; contextual factors and processing through the RB system (for example, RB dispositions and associated reasons).
Psychopathology
Diagnoses were coded from court-ordered psychiatric evaluations for the index verdict and annual reports submitted to the RBs. Diagnoses were rarely identified using standard codes from the Diagnostic and Statistical Manual 19 or the International Classification of Diseases 20 and often included nonstandard descriptors. Eight broad diagnostic categories were coded: psychosis; mood; organic (for example, dementia); anxiety; substance use; personality; other (for example, intellectual disabilities and autism); and none (the reports specify there is no diagnosis). Percentages add up to more than 100% because people could have more than 1 diagnosis.
In 8.1% (n = 153) of NCRMD assessments presented to the courts, no psychiatric diagnosis was mentioned. Therefore, we used psychiatric diagnoses from the 3 hearings following the verdict on the assumption that there would be less missing information at subsequent hearings; further clinical evaluation could clarify the primary diagnosis(es); and diagnosis would be stable over time. In 13 cases, no diagnostic information was available because no psychiatric evaluations were found in the RB files. Therefore, the distribution of diagnoses for this report was calculated on 1787 instead of 1800 people.
Police reports and other documents were also coded for psychiatric symptoms during the commission of the offence: unspecified psychotic symptoms, hallucinations, delusions, suicidal ideation, attempted suicide, self-harming behaviour, homicidal ideation, and substance use.
Risk Assessments
Research assistants coded the presence or absence of items from 2 widely used violence risk assessment tools (VRAG 21 and HCR-20 22 ) to ascertain the extent to which risk assessment measures were used and reported by clinicians to inform the RB dispositions and conditions.
Historical-Clinical-Risk Management-20. The HCR-20 22 was used to structure coding of risk factors presented by clinicians to RBs. It has strong psychometric properties and has been studied and used internationally. [23] [24] [25] [26] [27] It has also been validated in French. 28 The 20 items on the HCR-20 are divided into 3 sections: H for 10 historical or static variables that do not or seldom change with time; C for 5 clinical variables that are amenable to intervention; and R for 5 risk management variables that should be the focus of attention to reduce violence. For our study, coding was modified to the following: present, absent, mentioned but uncodable, or not mentioned.
Violence Risk Appraisal Guide. The VRAG 29-30 is a 12-item actuarial measure that uses historical information, such as offence history and victim characteristics, to estimate longterm risk of violence. 21 The measure has very good interrater reliability, been validated in both forensic and correctional populations, and very good predictive accuracy. [29] [30] [31] Though the VRAG items are usually weighted, they were coded as present, absent, mentioned but uncodable, or not mentioned for this study.
Research assistants coded whether HCR-20 or VRAG items were mentioned in clinical reports submitted to the RB. The intention of this approach was to examine what information clinicians brought as explicit evidence to the RBs. A limitation to this coding approach is that items could be considered by clinicians without being specifically mentioned. Moreover, there is an asymmetry of information because it is easier to code the presence of a factor than its absence, because the natural tendency is to mention presence (for example, "He has a history of substance use problems.") rather than to specifically mention absences (for example, "There is no evidence he ever had substance use problems.").
Interrater Reliability
A total of 1835 RB reports associated with 573 NCRMDaccused people were submitted to interrater reliability testing for the HCR-20 and the VRAG regarding the expert reports to the RBs and RB justifications for their decisions.
For the expert reports to the RBs, the average kappa for the HCR-20 was 0.78 (0.84 for the H factor, 0.75 for the C factor, and 0.69 for the R factor) and 0.68 for the VRAG. For the RB justification for their decisions, the total HCR-20 yielded an average kappa coefficient of 0.76 (0.83 for the H factor, 0.73 for the C factor, and 0.67 for the R factor) and 0.72 for the VRAG.
Criminal Behaviour
Criminal History. Information on lifetime criminal convictions was obtained from the CPIC. Given that NCRMD verdicts are not recorded in CPIC records in a systematic fashion, we also coded NCRMD verdicts from RB files.
Index Offence. In many instances, an accused person had been charged with more than one offence leading to the index NCRMD verdict. All charges were coded, but only the most serious charge was selected as the index offence for the purpose of this study, ensuring consistency across provinces. Index offences were aggregated into 13 categories (Table 1) corresponding to the UCR2. 32 Categories 1 to 5 are offences against the person, category 6 are crimes against property, and the remaining categories fall under other Criminal Code violations.
Victims. For offences against the person, the relation between the accused and the victim was assigned to 1 of 6 categories ( Table 2) .
Severity of Offences.
Descriptions of the offences were coded using the UCR2. 32 A severity score was also assigned to each index offence using the Crime Severity Index, which is based on average sentence lengths. 33 Recidivism. New charges and convictions were also coded from the CPIC records and the RB files. There is generally a significant time lapse owing to administrative delays between the date an offence is committed and the final verdict. This has important implications for our analysis of prior criminal offences and future criminality. For example, a verdict for offence X might occur after a verdict for offence Y, despite offence X actually being perpetrated before offence Y. Therefore, what may be identified as recidivism may be an artefact of delayed processing. Given that criminal records provide Court dispositions and do 36, 37 and the gap appears to be increasing. As of 2012, the annual rate of NCRMD cases had increased in Quebec and stands at 9.27 per 1000 cases, it has stabilized in Ontario at 1.07 cases per 1000, and has decreased in British Columbia to 0.8 per 1000 criminal court cases. 18 These differences may be due to differences in prosecutorial discretion, legal aid, and civil mental health resources and legislation, and Quebec may be using the NCRMD defence as a criminal justice diversion option.
Strengths and Limitations
Our study has the advantage of a large sample, allowing us to examine interesting subgroups (for example, gender and diagnosis), low base rate characteristics, and recidivism rates. To our knowledge, the NTP is the first study to analyze detailed RB file content and the information on which RBs make their decisions. It also comprises one of the largest samples of people found NCRMD studied to date. The NTP entails a lengthy follow-up period and integrates official criminal records in addition to RB files to assess recidivism rates and predictors. Finally, this is also the only study to systematically examine provincial differences in the extent to which clinicians in forensic psychiatric practice have embedded evidence-based risk assessment measures into their clinical decision making. 38 In terms of limitations, some information was not available in RB files in this archival study. This limited our ability to obtain details about symptoms at the time of the index offence, recovery while under the RBs, detailed diagnostic information, and violence risk assessments. In some cases, missing information could be interpreted as the absence of a factor. For example, one would not expect mention of someone's non-Aboriginal status, thus no mention of Aboriginal status was coded as non-Aboriginal status. This results in a conservative estimate of missing data, as it is possible information was truly missing in some cases that were coded as factor absence. Variables with more than 10% missing data were dropped from multivariate analyses. 39 Further, file data quality and quantity differed within and across provinces, over time and between RB hearings.
Conclusion
Given there are no current indications of increased criminality and court cases in Canada that could help explain the increased number of NCRMD cases over time, 4 the profile of the NCRMD population is increasingly diversified. This increasing heterogeneity is evident regarding both criminal behaviour and clinical profile. The next 4 NTP papers, published in this special issue, examine the psychosocio-criminological profiles of NCRMD people, their processing across provinces, outcomes, as well as gender differences, in NCRMD profiles. [40] [41] [42] [43] of the MHCC, in particular Justice Edward Ormston and Dr Patrick Baillie, consecutive chairs of the committee as well as the NTP advisory committee for their continued support, advice, and guidance throughout this study and the interpretation of results.
